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ABSTRACT Diabetes mellitus is a prevalent chronic health condition associated with 
significant morbidity and mortality. Those with diabetes must acquire self-efficacy in the 
tasks necessary for them to successfully manage their disease. In this study, a controlled 
pre- and post-design was used to determine the effect of an adult support and education 
group visit program embedded in an urban academic family medicine practice on weight 
and the achievement of treatment goals for hemoglobin A1C, low-density lipoprotein 
(LDL) blood concentration, and blood pressure (BP) several months after it was 
implemented. Participants in the program were matched to a comparison group based on 
age, gender, race/ethnicity, and zip code group, a surrogate marker for socioeconomic 
status. The distribution of demographic characteristics and co-morbidities was similar 
between the groups. Significant increases occurred in the proportion of participants 
achieving both an A1C concentration G7% (CMH=4.6613, p=0.0309) while controlling 
for baseline AIC concentration, and a BPG140/90 mm Hg (CMH=5.61, p=0.018) 
controlling for baseline BP compared to the comparison group. The hemoglobin A1C 
concentration declined in 76.9% of the participants in the group visit program compared 
to 54.3% in the comparison group (CMH=8.9911, p=0.0027). The increase in the 
proportion of group visit participants achieving the target LDL concentrations did not 
achieve statistical significance. The proportion of participants who lost weight was 
similar to that in the comparison group. Early experience with the program was 
encouraging and suggested it may improve patients’ management of their diabetes 
mellitus in an urban, predominantly African American population. 
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 Introduction 
 
The estimated prevalence of diagnosed diabetes in the United States rose from 4.2% in 
2002 to 8.3% in 2010.1 Diabetes causes substantial chronic disability and decreased 
quality of life, and is the leading cause of kidney failure, nontraumatic lower-limb 
amputations, and new cases of blindness among adults in the USA. In addition, diabetes 
is a major cause of heart disease and stroke and is the seventh leading cause of death in 
the USA.1 It is estimated that diabetes mellitus was responsible for $174 billion in excess 
medical expenditures and $58 billion in lost productivity costs in 2011.1 
 
Many of the complications of diabetes can be prevented with optimal diabetes 
management. The role of self-management in achieving optimal diabetes management 
and control to prevent complications is fundamental because individuals with diabetes 
make multiple decisions on a daily basis that impact control of their diabetes including 
decisions about diet, physical activity, and taking medications.2 Self management 
support is demonstrated to enable people with diabetes to assume responsibility for 
managing their condition.2,3 It has been proposed that this support include individualized 
diabetic assessment, collaboration between diabetic patients and providers in goal setting, 
learning of concrete behaviors and skills necessary to successfully manage the disease, 
and ongoing support for the desired behavior change.3 Cochrane reviews of randomized 
controlled trials and qualitative reviews that evaluated interventions to improve the 
management of diabetes mellitus in primary care, outpatient, and community settings 
support the important role of selfmanagement education.4–6 
 
In July 2009, a large, urban, academic family medicine practice affiliated with Thomas 
Jefferson University launched a group visit program for its adult diabetic patients to 
engage and support them in the management of their disease. The 4-week program is led 
by an interdisciplinary team that includes a diabetes health educator, a nurse, a 
pharmacist, and resident and attending physicians. The group meets weekly for 3 h. New 
patients begin the program with a brief visit with a resident physician. Medications are 
adjusted, lab tests are ordered, immunizations are given, and referrals are arranged as 
needed during this initial visit. Each of the four sessions includes time for discussion of a 
self-management related topic, development of individual action plans for managing the 
disease, and an opportunity to visit with a family medicine physician. The diabetes health 
educator or other team member leads the discussion of the diabetes-related topic, such as 
nutrition, blood glucose monitoring, and prevention of diabetic complications. Patients 
are recruited for the program within the practice via postings and physician referrals. The 
purpose of this study was to evaluate the effect of this diabetes support and education 
group visit program on the achievement of hemoglobin A1C concentration, low-density 
lipoprotein concentration and blood pressure (BP) targets, and on weight changes several 
months after the program began. 
 
Methods 
 
A controlled pre- and post-study design was used to compare differences in the measured 
outcomes between the diabetic patients in the group visit program and those in a matched 
comparison group. The group visit and the comparison patients were drawn from the 
family medicine practice. They were at least 18 years of age, had a diagnosis of type 2 
diabetes mellitus, and had at least one visit to the practice between July 2008 and June 
2009. Members of the intervention group were patients who had participated in the group 
visit program at least once during the period from July through September 2009. They 
were identified from attendance records. Other adult diabetic patients in the family 
practice were eligible for inclusion in the comparison group. 
 
Members of the intervention and comparison groups were matched on gender, one of five 
age categories (18–19, 20–34, 35–44, 45–64, and ≥65 years), one of three race/ethnicity 
categories (African American, Caucasian, or others) and one of three residential zip code 
groups. Zip code was used as a surrogate measure of socioeconomic status because of the 
observed relationship between zip code group and percent of households living below 
200% of the federal poverty level. Each patient in the group visit program was matched 
on these variables with up to four comparison patients, who were selected randomly from 
the group of diabetic patients who did not participate in the program.  
 
The other baseline variables collected on participants in the intervention and comparison 
groups were height; smoking history; diagnoses of hypertension, hyperlipidemia, and 
depression; albumin:creatinine ratio; type of treatment for diabetes mellitus; and 
prescriptions for an angiotensin-converting enzyme (ACE) inhibitor or angiotensin 
receptor blocker (ARB), a statin and aspirin. The variables recorded for both groups 
before and after the group visit program had met for several months were weight, body 
mass index, number of office visits, hemoglobin A1C concentration, LDL concentration, 
and BP. The baseline variables of each group, and the changes from baseline, with 
adjustment for baseline values during the follow-up period of 7 months, were compared 
with the Cochran Mantel Haenszel (CMH) statistic. The number of office visits during 
the follow-up period was also compared. The level of significance for group comparisons 
was set at an alpha value of less than 0.05. SAS Enterprise Guide 4.1 was used for data 
analysis. The study was approved by the Thomas Jefferson University Institutional 
Review Board. 
 
Results 
 
The 64 group visit program participants in 27 strata were identified. Data were available 
for 52 of these participants and 236 comparison group patients in 26 strata. The 
distribution of the baseline demographics, comorbidities, and other measured 
characteristics of patients in the group visit program and the comparison group are shown 
in Tables 1 and 2. The majority of patients in both groups were female, at least 45 years 
of age, African American and obese. The prevalences of hypertension, hyperlipidemia, 
depression, coronary artery disease, microalbuminuria, and proteinuria were similar 
between the study groups. Most patients’ diabetes mellitus was treated with oral 
antidiabetic medications, sometimes in combination with insulin. A statin, low-dose 
aspirin, and either an ACE inhibitor or an ARB were prescribed for a similar proportion 
of patients in both groups. Participants in the group visit program tended to have more 
office visits from July 2009 through the follow-up period (CMH statistic 14.9603, 
p=0.0001). 
 
The attendance of individual participants in the group visit program during the study was 
variable. Participants attended a range of 1–14 sessions. The average number of sessions 
attended ± s.d. was 2.7±2.8; the median number 1. Of the participants, 46% attended at 
least three sessions. 
 
The changes from baseline in the proportion of diabetic patients achieving hemoglobin 
A1C values, low-density lipoprotein (LDL) blood concentrations, and BP endpoints in 
the group visit program and the comparison group are compared in Figures 1 and 2. So 
that A1Cs that were normal (G7%) at the time of the initial measurement would not bias 
the results, the A1C outcomes were adjusted for baseline A1C concentration. The 
proportion of patients in the group visit program with a hemoglobin A1C concentration 
less than 7% in the follow-up period compared to the baseline period was statistically 
significant (CMH=4.6613, p=0.0309) Adjustment for the number of office visits during 
the follow-up period did not show any effect (CMH 0.6507, p=0.4199). The hemoglobin 
A1C concentration declined in 76.9% of the patients in the group visit program compared 
to 54.3% in the comparison group (CMH=8.9911, p=0.0027). The change in the 
proportion of patients with a hemoglobin A1C less than 8% or greater than 9% in the 
intervention group was not significantly different from that observed in the comparison 
group. 
 
There was greater improvement in the proportion of diabetics whose BP was less than 
140/90 mm Hg in the intervention group than in the comparison group (CMH=3.9999, 
p=0.0455). The improvement persisted after adjustment for the baseline BP 
(CMH=5.602. p=0.0179) and for the number of office visits during the follow-up period 
(CMH=3.8936, p=0.0485). However, the change in the proportion of diabetics with a BP 
less than 130/80 mm Hg was similar whether or not adjustments were made for the 
baseline BP or the number of office visits. 
 
The improvement in the percentage of group visit program participants who had a low-
density lipoprotein blood concentration less than 130 and 100 mg /dl during the follow-
up period was not significantly different from that observed in the comparison group 
(unadjusted CMH=1.8551 and p=0.1732 for LDLG130 mg /dl, and CMH=0.1827 and 
p=0.6691 for LDLG100 mg /dl, respectively). This remained true when the change from 
the baseline period was adjusted for the baseline value (CMH=1.9813 and p=0.1593 for 
LDLG130 mg /dl, and CMH=1.0843 and p= 0.2977 for LDLG100 mg /dl), and for the 
number of office visits during the follow-up period (CMH=0.2.2771 and p=0.1313 for 
LDLG130 mg /dl, and CMH=0.1609 and p=0.6883 for LDLG100 mg /dl). 
 
The changes in weight from the baseline to the follow-up period were similar among 
those in the group visit program and the comparison group. The median weight loss was 
−3.5 pounds (IQR −11 to +5 pounds) in the intervention group and −1 pound (IQR −7 to 
+3.8 pounds) in the comparison group. The weight changes ranged from a loss of 89 
pounds to a gain of 28 pounds among those participating in the group visit program and 
from a loss of 44 pounds to a gain of 25 pounds among those in the comparison group. 
Fifty-four percent in the group visit program and 44% of those in the comparison group 
lost weight (CMH=1.5723, p=0.2099).  
 
Discussion 
 
Participation in the Jefferson Family Medicine group visit program was associated with 
improvement in the proportions of diabetics with a BP less than 140/90 mmHg, a 
significant decline in A1C, and a hemoglobin A1C concentration less than 7% in a 
predominantly urban African American population. Although the evaluation did not 
demonstrate that participation in the program was associated with improvement in the 
percentage of diabetics who achieved the target low-density lipoprotein concentrations, 
the change from baseline in this endpoint was in the desired direction. In fact, the change 
from baseline in all endpoints except weight was in the desired direction to a greater 
degree for those who attended the group visit program.  
 
Group visits can improve the quality of chronic disease management compared to the 
usual office visit.6 They provide more time for self-management education and skill 
building and may reduce perceived barriers to behavior change.6 Group visits can 
improve patient satisfaction by increasing patients’ trust in providers and promoting 
patients’ engagement in their care.6,7 Studies have demonstrated group visit programs 
can reduce emergency department visits, visits to specialists and hospital admissions and 
the associated costs of care.6,8 However, the heterogeneity of studies makes it difficult to 
consistently demonstrate their effectiveness at improving intermediate outcomes of 
care.5,6,9,10 
 
A Cochrane review found that there were few studies of group-based training for 
selfmanagement strategies in predominantly African American populations with type 2 
diabetes mellitus.5 The authors concluded further studies were required to confirm the 
efficacy of group-based training programs in African Americans and other ethnic 
minorities. Such studies in African American adults are important because older African 
Americans have a higher incidence of diabetes and a higher rate of hospitalization than 
whites.11 The rate of hospitalization for the long-term complications of diabetes was 
higher among older African Americans than whites age 65 years and older—806 
admissions per 100,000 population among African Americans compared to 264,000 per 
100,000 among the white population.11 This study provides evidence of the effectiveness 
of group-based training for African Americans with diabetes. 
 
This study had some limitations. It was not possible to randomly assign study patients to 
the group visit and comparison groups. A quasi-experimental matched controlled pre- and 
post-study design was used to reduce the risk of bias. Those in the group visit program 
and the comparison group were matched on gender, age, race, and zip code group in an 
effort to control for the possible influence these variables may have on the measured 
outcomes. Nonetheless, there may have been unmeasured characteristics of patients who 
volunteered to participate in the program that differed from those in the comparison 
group. It was not possible to measure change from baseline because of the lack of 
baseline or follow-up data on some group visit program participants and comparison 
patients. An effort was not made to define and select near matches when exact matches 
were not available. 
 
It has been observed that improvement in diabetes-related outcomes may be related to the 
dose of the intervention participants receive.12 In this study, a larger impact of the group 
visit program may have been observed had a greater proportion of patients participating 
in the group visit program attended more sessions. Only 46% of those who participated in 
the program attended at least three of the four 
sessions. 
 
The evaluation of the group visit program took place during the first year of its 
implementation. As a result, the number of initial participants in the program was modest. 
In addition, the program was assessed early in its inception, before the program, its 
process, and educational materials were well-established. 
 
 
 
Conclusion 
 
Early experience with the group visit program was encouraging and suggested it may 
improve patients’ management of their diabetes mellitus in an urban, predominantly 
African American population. 
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